from the standpoint of neuropathology. This may justify our attempt to con sider all schizophrenic symptomatology from the point of view of neuro pathology. I attempted to do this in my â€oe¿ Report on Cerebral Pathology and its Importance for Neurology and Psychiatryâ€• which I delivered 21 years ago at the annual meeting of the Association of German Neurologists and Psychiatrists at Frankfort-on-Main.
Not much space was devoted to the problem of schizo phrenia in this report. However, since that time more neuropathological knowledge has been acquired as a result of the Second World War, and this has added to the not inconsiderable knowledge of neuropathology which we already had in 1936 as a result of the First World War. The increasing number of brain injuries due to road accidents has also increased our knowledge of neuropathology. New approaches to the schizophrenic syndromes have been made possible by this growth of our knowledge of the effects of brain injury.
Apart from this, I was able, in collaboration with Professor Leonhard and others, to finish a few years ago the clinical follow-up studies on schizophrenia which I began in 1936. In this work we encountered a large number of schizo phreic symptoms which had neurological characteristics.
In a Senckenberg Lecture in 1947, I made a review of â€oe¿ Progress in Psychiatryâ€• as I had experienced it in the previous fifty years. On this occasion I felt justified in saying that intellectual processes of deterioration, which are related to the cortex and to various psychiatric brain stem disorders, occur in schizophrenia and that these changes are comparable with those of Huntington's Chorea and Alzheimer's Disease. Both kinds of process act together and produce the affective, psychomotor, delusional, speech confused and thought confused forms of illness which belong to the different groups of hebephreic, catatonic, paranoid, and confused schizophrenia. These groups and their subforms can be arranged so that the forms which come first are those which have symptoms with marked neurological character istics. On the left one can place the forms in which cortical symptoms pre dominate, while on the right are those forms which are apparently caused by brain stem disorders. By brain stem I mean all the forebrain ganglia, the diencephalon, the mesencephalon and the metencephalon. This review is confined to the basic forms of schizophrenic illness. Most of these are simple forms, have the same features throughout the course of the illness, progress only gradually and run a course which is that of a â€oe¿ psychiatric system illnessâ€•. The combined forms which are also systematic will not be dealt with here. Those forms which have been worked out by Leonhard and which develop unsystematically and extensively during the course of the illness will also not be discussed with the exception of those which begin with a characteristic clinical picture. These last forms are distinguished from the systematic forms in our scheme by a punctate underlining.
In order to prevent misunderstanding it must be pointed out that I con sider that the general relation between mental phenomena and cerebral processes is merely one of correspondence.
So that I am very far from identifying one with the other or from making the psyche into something material. Here I would like to refer to my article on â€oe¿ Brain and Psycheâ€• (13) and earlier statements of a similar kind. When I talk of mental phenomena and processes I am referring to their general nature and not to the special contents in an individual case. It does not matter whether the patient hears the hallucinatory voices of his wife or of his former mistress nor if some current hostility or some past unresolved psychological conifict, of which he is not fully aware, is playing a part in his delusion. The content of a particular stereotypy may be explained as derived from some experience of the patient but not the stereotyped behaviour per Se. 2. In Paralogical Schizophrenia the paralogical impairment of comprehending thought is a leading symptom. One of our patients did not recognize the picture of the â€oe¿ Fensterpromenadeâ€•(a man greeting two ladies at a window and stumbling over a boy whom he has knocked over), and produced the following paralogical mistakes in thought: â€oe¿ The boy who has fallen down was perplexed at the arriving visitor, or he is ill and has suffered a fit. According to his mien the arriving gentleman is asking for help for the fallen child.â€• This thought disorder is very close to an ideational agnosia as described by Liepmann in focal lesions of the occipital lobe. In defining the concept of a locomotive another patient referred only to a part of this image, â€oe¿ A locomotive is a black chimneyâ€•. One patient discriminated a child from a dwarf in the following way, â€oe¿ A child is a crazy dwarf, a dwarf is the spirit of the childâ€•. Difference is mistaken here for similarity, and the contents of the answer are mixed-up concepts. Maybe he had in his mind: The dwarf is different from the child in that he is â€oe¿ crazyâ€• (i.e. malformed), but has as normal a spirit as the child.
When asked about the meaning of the proverb, â€oe¿ Hunger ist der beste Kochâ€• (Hunger is the best cook) he said, â€oe¿ When you are hungry you prepare the meal yourselfâ€•. Obviously putting himself into the situation of the proverb the patient took as the best cook the man who always knows how to look after himself, according to the proverb â€oe¿ Selbst ist der Mannâ€• (One does things best oneself). This shows a mingling of concepts. II. PARANOiD SCHIZOPHRENIAS In the paranoid schizophrenias disorders of speech and the above mentioned impairments of comprehending thought are only slight, whereas a similar thought disorder concerned with the spheres of body, personality, social community and cosmic-religious relations is prominent.
A woman with Progressive Somatopsychosis complained that her bowels
were taken out, her blood burnt, her uterus completely filled, her breasts were as heavy as millstones and her head had disappeared. These strange ideas were supported by bodily sensations. So she misidentified and mis interpreted her somatosensory perceptions and by means of a paralogical disturbance of thought she acquired senseless ideas about the state of her body.
2. A man who fell ill with Progressive Autopsychosis, when he was in the army, felt himself mistaken for other men, thought he was given other names, and finally was in doubt of his own identity. Discharged from the army he travelled a long way to his native town in order to find his self. This means he did not recognize himself as the person he was with memories of his childhood, with the experiences of his apprenticeship, his business and his marriage. In a paralogical way his thinking about himself went astray into the ideas of being other people. So he took himself for a corporal, later on for a general, which did not prevent him from doing good work in ladies' tailoring.
A woman with auto-and somatopsychic combined disorders laboured under the dclusion that she was a man and shared one head with her husband.
She called the former director of the mental hospital her father, said that his predecessor had put his finger into her heart and said it was broken. The other paranoid schizophrenias are characterized mainly by symptoms which, from a neurological viewpoint, arise in the brain stem. These symptoms are hallucinations (especially phonemes), fantastic ideas, confabulations, experiences of influence and reference. Nevertheless, the cortical phenomena of paralogical disorders also occur.
3. In Progressive Hallucinosis a change in the sphere of ideas of social corn munity and finally of the whole of the outside world occurs gradually and this is assisted by numerous auditory hallucinations. The actions of other people are misinterpreted, personal misidentifications occur sporadically.
Phantasiophrenia presents a lot of fantastic illusions and hallucinations
associated with paralogical disturbances of thinking together with absurd new concept-formations which are concerned with all spheres of imagination. Only a moderate change of the concepts concerned with self and social community occurs ; speech disorders (neologisms) are rare.
In all paranoid forms the emotional bases of the above-mentioned psycho logical spheres of body and personality, which are represented in the brain stem, are involved. Affective changes and fluctuations of mood were observed in brain-injured patients with small shell splinters in the diencephalon, by Hoheisel and Walch (6). They were described by E. Albert (1) in young children with encephalitis and other diencephalic symptoms. FUnfgeld, Jr. (5) and BÃ¤umler (3) investi gating Vogt's collection of brains of schizophrenics, discovered loss of nerve cells and atrophic cells (Schwundzellen) in the thalamus, particularly in the medial and anterior nucleus.
III. CATATONIA; 1. The clinical picture of Drive-poor Catatonia is dominated by a lack of spontaneity, particularly concerning speech, which neuropathologically is known to be due to frontal lobe lesions. A decrease of the stock of words results in monotony of verbal expression. Agrammatism of various degrees often occurs. Thus the symptom complex also includes the motor-aphasic syndrome. There is also an impairment of active and creative thought, i.e. an alogical thought disorder with simple failure and imperfect thought performances, which I have also observed in injuries and diseases of the frontal brain. scmzopm@n@uc syi@wroi@isAND CEREBRAL PAThOLOGY [Jan.
A patient described the picture of â€oe¿ blind man's buffâ€• (Blindekuh) in the following way, â€oe¿ I see it, I also know what it means, the crying shame.â€• He explained the picture of â€oe¿ the broken window paneâ€• as follows, â€oe¿ These are blackguards, good-for-nothings, the pane broken, monster.â€• Another patient was asked to differentiate between child and dwarf: â€oe¿ Grosser Unterschied . . . durch Bestehen, durch Herkunft . . . es ist im ailgemeinen, wo eben schon besteht . . . durch Arbeit. Der Zwerg versteht wie anders das Kind, wo gleich gross mit ibm dasteht.â€• (Big difference . . . by existence, by origin . . . it is in general where there already exists . . . by work. The dwarf understands as otherwise the child, who exists, as tall as he.) The monotony should also be noted.
In all the other varieties of catatonia psychomotor signs due to the disorders of the brain stem are predominant.
Akinetic and Parakinetic Catatonias are of an antagonistic nature and characterized by psychokinetic playful impulses (spielerische Regungen) arising from the brain stem.
2. The akinesia, i.e. the lack of impulses, is associatedwith a restriction of movement, dyskinesia, waxy flexibility, automatic co-operation and Gegenhalten (automatic resistance). Similar states occur in focal lesions of the pallidum and thalamus. Hopf (7) has found atrophic cells (Schwundzellen) and loss of cells in the pallidum of catatonics which could not be observed in the brains of other schizophrenics of Vogt's collection. I have had the opportunity to convince myself of this fact.
3. The parakinetic increase ofimpulsive activity results in distorted and eccentric movements which remind one of chorea, athetosis and torsion dystonia.
Parakinesias and other hyperkinesias due to focal brain lesions are localized in the striatum, especially in the caudatum and the thalamus. They were also observed due to small shell splinters in the diencephalon during World
War II (Ztilch (25) and Cl. Faust). 
The affirmatory tendency of the proskinetic catatonics (as described by
Leonhard) is in accordance with their turning towards the examiner (Zuwendung), with their meeting him half way (Entgegenkommen), and their readiness to imitate. The patients seize everything they see and every thing which touches them, in a short-circuiting manner. They show tapping, plucking and picking movements and talk only in a whispering voice. They yield to passive movements without remaining in given postures and offer an automatic obedience. Echo responses and Vorbeireden (talking past the point) also characterize Leonhard's â€oe¿ Speech-prompt Catatoniaâ€•. Seen from a neuropathological point of view, the ethical regression of the hebephrenics is comparable with the changes of character occurring in injuries and focal lesions of the orbital brain. The cheerful and depressive swings of mood in Silly and Depressive Hebephrenia resemble the phase-like changes of mood in cases with shell splinters in the diencephalon as reported by Hoheisel and Walch (6) . Affective blunting is also due to disorders of these structures.
In considering the multiplicity of schizophrenic symptoms and syndromes with their neurobiological connections between the cerebral cortex and the brain stem, I am unable to see a common factor associated with or comprising all these symptoms. I do not find any hint of a consistent pathophysiological basic disorder which Berze believed to have found asa â€oe¿ Hypotoniaof conscious nessâ€• based on a primary insufficiency of psychic activity. Recently Wyrsch (24) has mentioned a â€oe¿ schizophrenic basic moodâ€•, i.e. a peculiar mood and a special state of consciousness.
But these are phenomena too vague to be useful, and besides they only occur in cases of recent illness. This also applies to the lowering of the â€oe¿ Iâ€• quality of perception, feeling, thinking and willing. More over, such depersonalization is also seen in certain psychoses of alienation which are related to endogenous depressions. Wyrsch's specific symptoms of autism and splitting of personality not only do not occur even in all schizo phrenics but also occur in non-schizophrenics. Carl Schneider (21) has assumed three different schizophrenic basic disorders which, on the whole, are supposed to be associated with each other. They are considered to release three symptom complexes, viz. â€oe¿ Gedankenentzugâ€• (thought withdrawal), â€oe¿ Sprunghaftigkeitâ€• (desultoriness), and â€oe¿ Faselnâ€• (drivelling). But these symptom complexes do not cover the diversity of schizophrenic symptoms and the attempt to deduce the remaining symptoms from a coincidence of more than one complex appears to me to be artificial. all symptoms and clinical pictures which occur in psychoses. In grouping the various psychotic states according to their similarity or difference with states of a healthy mental life the schizophrenias make up almost half the group of heteronomous syndromes which are foreign to the normal psyche.
These are e.g. the states of thought-and speech-deterioration with paralogic paraphasic lapses, the states of ethical flattening and affective blunting. They are axis syndromes (in the sense of Hoche) of the schizophrenic illnesses. On the other hand, the states of disordered consciousness, waking, memory, orientation and recollection (alteration of consciousness, sleepiness, twilight state, delirium and amnestic syndrome) are not schizophrenic. They do not belong to the schizophrenic psychoses which we assume to be of a â€oe¿ fine organicâ€• nature, but they belong rather to the gross-organic traumatic, circulatory, senile, inflammatory epileptic and symptomatic (toxic-infective) psychoses.
The intermediate syndromes which are not quite so remote from a normal inner life belong for the most part to the schizophrenic states. These syndromes are the states of striving, especially negativism and autism, certain states of psychokinetic impulses (Regungen), i.e. akinesia, parakinesia and hyperkinesia, and hallucinosis, confabulosis, fantastic excitation and the states of influence, reference and significance. Among these symptoms there are some that occur more frequently than others (for instance auditory and somatosensory hallucin ations, experiences of influence, reference and significance). But in the inter mediate syndromes there participate alsoâ€"although they have other centres of gravityâ€"the symptomatic as well as certain phasic psychoses which are closely related to manic-depressive illnesses.
The homonymous syndromes, particularly the affective ones, which resemble the states of a healthy inner life do not occur as pure forms in schizophrenia, but they accompany and colour schizophrenic syndromes. This group of homonymous syndromes is mainly made up by the manic-depressive psychoses and phasic psychoses closely related to them.
